— e

MISSOUR! DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-000209

ODEPARTMENT OF PUBLIC MEALTH AND WELFARE % ‘F
DO NOT WRITE NDED - Registration District No. ar's No.

ON THIS STUB -
1. BLA 2 USUAL RESIDENCE (Where decassed lived. M institution: Residence before

. . COUNTY . STATE , , . . b, COU admissi
VS 300 . Boone : * Missouri "Boone or!
Rey. 4/5? b. C‘IDTR\’ (IF outside corporate limits, give TOWNSHIP anly) Length of stay in 1b c. CITY Inside Limits -

. OR
TOWN Columbia : 2y Years _TOWN  olumbia YR N O
e. FULL NAME OF (1f NOT in hosplral glve location) Insiche Limits I‘ d. STREET {If cunrida, giva locatian) Reside on Farm

STATE FILE NUMBER _

HOSPITAL Of . ADDRESS R
INSTTUTON. Boone County Hospital Y @ Nofl 2109 valley'View Drive [Yes[ NoDD
3. NAME OF DECEASED Firsy Middle Last . 4, DATE Monrth Day . Your

{Type or print) HORACE EDWARD ALLEN" DF.ATH February 3, 1963

5. SEX 6. COLOR OR RACE 7. Married BT Never Married [ [8: DATE OF BIRTH | 9- AGE (last birthday) | IF UNDER | YEAR IF UNDER 24 HR
Male White Widowed [] Divorced 1 |9=7 1901 61 Months | Devs | Hours [ Min

10a. USUAL OCCUPATION {Give kind of work done | Y0b. KIND OF BUSINESS OR INDUSTRY| 17. BIRTHPLACE (City and stete of country) | 12 CITIZEN OF WHAT COUNTRY

O o kg g o 0 rored) | Ophthalmoldgist  |Butler, Missourd U.5.4.

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF RUSBAND OR WIFE

Charles Albert Allen ] lMaude Alice Porter ' Ruth Melcher Quant
15. WAS DECEASED EVER IN U.5. ARMED FORCE 16. SOCIAL SECURITY NO. i7. (NFORMANT Address
[Yes, ri_o, or unknown)| {If yes, give war or detes ¢
s

World War 1 irs, Horace F, Allen, Columbia, Mo,

DATE AMENDED

18. CAUSE OF DEATH (Enter only ons cause p INTERVAL BETWEEN

PART I. DEATH WAS CAUSED BY: ) . sharsEweE
IMMEDIATE CAUSE (a} __ . ‘ ONsiO 53

DOCUMENT

Conditions, if any, DUE 10 {b)
which gave rite to

above cauvie (i). .
stating the w

lying cause Iul QUE TO (x)

PART 1I. OTHER SlGNlFlCAN' CONDITIONS CONTRIBUTING 10 DEATH bet rot relasted to the terminal PART NI, If deocoased wis femals was
disease condition givan in PART ) [a) there a pregnarcy in last 90 days

[0 ves | 0 Ne I O Unknawn
19. WAS AUTOPSY 20a, ACCIDENT  SUICIDE  HOMICIDE 20b. DESCRIBE HOW INJURY GCCURRED. (Enter notute of injury In PART | or PART |1 of item 18.)
PERFORMED? : a [m R . .
YES[] NO[J :
20c. TIME OF Howl Month, Day, Yewr
tNJURY a.m.
P.m.

. INTY
20d. INJURY OCCUR| RED 20e. PLACE OF IN.IUIN [¢.9-, in or shout home, | 20f. CITY, TOWN, OR LOCATION cOu
WHILE AT WORX [ . farm, factory, ﬂrm.ofﬁubldg,ml .
NOT WHILE AT WORK ] .

21. | attended the deccased fro , .- 1= [Tl % /?52Mlmm@me—.

Death occurred ot : n on the date stated sbove, snd fo the bext of iy knowledge, from the causes stated.

T o : 1= Annnas Z2c. DATE SIGNED)|
%MTP oy & Tl CBM/@ -
3. @Al ‘CREMATION, | 23b. DATE- . NAIAE OF CEMETERY OR CREMATOW [ -":' 23d LOCATION (City, town, or l:l:unfv} .

Cre?r\lrggc.tmm Feb, 6, 1963] "Valhalla Crematory., :i.: | 'st. Louis, Mo...

DIRECTOR B 5. DA‘!‘EEECD BY LOCAI. REG.
gy C K mbia, MO

parker Funeral Service, F E “ i

{Licenyod Embalnwrs Statervent on Reverss Side)

AMENDMENTS ON THIS RECORD ARE AS FOLLOWS
INSTEAD OF

MEDICAL CERTIFICATION .

USE BLACK INK

TYPEWRITER RIBBON

SROULD READ

BY AFFIDAVIT OF

ITEM NO.




STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the re'\?er‘_se:s_ide of this certificate was_embalmed by me,

or by : - Student Embalmer No._

working under my personal supervision.

Stydent

Signature of Student Embalmer.

Licensed Embalimer Ni_’z?_’L_;-:—-

P.O. Addrmo )

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in hls OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocstion of license). N

If embalmed by a STUDENT, he also shall sign in his OWN handwrmng

If this body is not embalmed, fact should ‘be so stated above_ .

"

.




